WIth that context In mInd then What kInd of generalIst do
We need for such a turbulent future ? We firmly believe that high quality generalists are the answer to the challenges that face health care in the 21st century. An aspiration to provide whole person care; through the judicious use of investigations and treatments based on best evidence and practice where appropriate; in collaborative partnerships with patients and colleagues; grounded in the context of their relationships and communities is neither new nor controversial to the delivery of high quality generalist care. The unique value of community generalists in being able to tolerate uncertainty, manage tension and ambiguity, support patients in managing anxiety, and apply their wellhoned professional judgement is essential for the future viability of our healthcare system ( Figure 1 ).
However, we would argue that there are challenges touched on in the independent commission on generalism 3 that warrant further consideration. The present coalition government, in first presenting its ideas on health reform, coined the phrase 'no decision about me without me'. In doing so, it has set the NHS on a journey that seeks to place patients at the heart of everything it does. However, if we are to move beyond mere rhetoric it will require a profound change to what currently takes place in the consulting room and practices across the country. Patients need the resources, tools, and support to take control of their own health and illness journeys, be empowered to make decisions and take action to manage their own health care. Such a shift requires clinicians to move away from paternalistic attitudes and towards supporting patients in achieving their aims, 4 forming partnerships that are a mark of collective responsibility which reach out to humanise the experience of illness for patients. Community generalists are in a unique position to improve patient outcomes and tackle health inequalities 5 through the development of systematic anticipatory care. Our healthcare system has championed the use of the practice list as the fundamental unit against which to make decisions about resource allocation (for example, through the Carr-Hill formula) and determinations about quality of care (as evidenced by the increasing amount of practice-specific information being made publicly available). The practice list offers the opportunity for community generalists to systematically identify population needs, design evidence-based interventions to reverse or ameliorate the ill-effects of risks and diseases, and target these interventions to those at greatest risk.
hoW can the healthcare system support the Work of communIty generalIsts? Patients have better outcomes when seen by specialists for single condition management. 6 By contrast, patients with multiple medical issues respond better to clinicians with a more generalist approach. Patients with multimorbid conditions requiring generalist and specialist input currently experience fragmented and chaotic healthcare. The challenge for generalists and specialists therefore, is medical generalism in a modern nhs: to collaborate with each other, and offer continuity of care in new and innovative ways. Boundaries between primary and secondary care need to change and the structure of health care needs to shift to team-based patient-centric services, with generalists and specialists who coordinate their actions to move patients from transition across the traditional boundaries of secondary and primary care, as well as from illness to wellness. Continuity of care has long been a central tenet of practising generalists. Doctors and patients value it highly and it is thought to provide the basis for high quality of care. 7 Other authors have questioned whether an unswerving loyalty to individual continuity is necessary and sustainable 8, 9 and we would suggest that individual continuity needs to be targeted to those that need it the most (for example, those with multimorbid or long-term conditions), and for others longitudinal continuity can be provided through team and informational approaches.
Tooke and Darzi 1, 10 highlight the fundamental role that all community generalists have as guardians of healthcare resources, collectively in their roles as members of local commissioning groups, as well as individually in their work with patients. In these austere times we would argue that a well-developed sense of responsibility towards resource utilisation and engagement with local healthcare systems is critical in ensuring the very viability of our healthcare system into the future. Perhaps more importantly, as Francis 11 has suggested, community generalists need to act as advocates for their communities in the face of difficult to change attitudes towards patient-centred services.
Is the future Workforce ready and prepared for thIs kInd of future?
We would suggest that the Royal Colleges consider working together on developing the role of generalists and collaborative working, and embed this within their curricula and assessment strategies. There is a whole system review of postgraduate training being undertaken by the General Medical Council 12 to ensure that those in training are fit for a world where patients are at the centre of everything healthcare does. For those beyond specialty training, continuing professional development, with supervision, should help individuals prepare to be fit for purpose.
Current conceptions of the community generalist need to evolve to target individual continuity more effectively; place patients at the heart of all healthcare activity (individual and team-based); challenge and overcome the parochialism of traditional boundaries within health and social care; recognise the role of leadership in managing and utilising resources; and develop systematic approaches to population health management and doctoring. In this way we can begin to talk about a healthcare system fit for the 21st century. 
